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This visit was for the Investigation of Complaint 

IN00139712.

This visit was in conjunction with the Post Survey 

Revisit (PSR) to the State Licensure Survey 

completed on 10/3/13.  This visit included the 

PSR to the Investigation of Complaints 

IN00124248, IN00125465, IN00126667, 

IN00130454, IN00131905, and IN00134192 

completed on 10/3/13.

Complaint IN00139712-Substantiated.  No 

deficiencies related to the allegations are cited.

 

Survey Date:  January 15, 2014

Facility Number:  001140

Provider Number:  001140

Aim Number:  N/A

Survey Team:

Heather Tuttle, RN, TC.

Lara Richards, RN 

Yolanda Love, RN

Cynthia Stramel, RN

Census Bed Type:

Residential:  134

Total:  134

Census Payor Type:

Other:  134

Total:  134

Sample:  9

Miller Beach Terrace was found to be in 

compliance with 410 IAC 16.2 in regard to the 

Investigation of Complaint IN00139712.
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Quality review completed on January 19, 2014, by 

Janelyn Kulik, RN.
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